machines (four per million population) in order to cope with the increased demand for central nervous system and musculoskeletal MRI. While the report of the Royal College of Radiologists acknowledged new indications and methodologies for MRI, it is clear with hindsight the authors underestimated the current renaissance in MRI.
The key to this is better hardware for MRI. Magnet technology is now universally good. Important recent technical advances have been in gradient coil power, design, and stability. This has allowed faster and faster switching of stronger and stronger gradient fields.
There are many methods to obtain a magnetic resonance signal from a patient. All of these involve the use of radiofrequency pulses which perturb the induced resting magnetisation in the patient's body water within the strong external magnetic field. In the 1980s the workhorse pulse sequences were so-called 'spin echo', which involved the use of both 900 and 1800 radiofrequency pulses. A 90°p ulse will rotate the magnetic field through 90's into the transverse plane, while a 1800 pulse will reverse the direction of the magnetic vector. Although robust and informative the spin echo sequences are slow. Today many have been replaced by gradient echo sequences, which can be used to improve anatomic resolution and/or reduce imaging time. In gradient echo sequences the magnetic vector may be rotated through a reduced angle (even 1-2°s is possible) with considerable improvement in image acquisition time. One particular advance has been in the use of gradient echo pulse sequences to rapidly acquire multiple single slices. These to gain this experience. In many centres MRI is performed by technique rather than system based radiologists. This is likely to continue for some years while MRI continues to develop at its present pace. It is easy to recommend cooperation between paediatric radiologists and those experienced in MRI rather than a head to head turf battle, but as long as radiologists remain jealous of their expertise and patients, paediatric radiologists will remain disadvantaged in learning MRI. The arrival of an MRI unit almost always imposes an additional workload on the radiologists and many departments find it difficult to cover and fund double consultant MRI sessions.
The lack of financial resources has other effects. MRI units are universally busy with long waiting lists and high overheads. Paediatric scanning is time consuming, difficult, and expensive. There are huge pressures on the staff to increase the throughput of adult patients. In some instances it is the paediatric service that will suffer.
Finally 15 and for the evaluation of posterior mediastinal masses. 16 17 In the management of congenital heart disease MRI provides additional information to ultrasound and may obviate the need for angiography. [18] [19] [20] It is clear what is needed. Child friendly MRI units, safe sedation and anaesthesia, committed and cooperative paediatric radiologists, clinician and parent pressure for resources, and an affirmation of the need to collect and report on paediatric MRI data. In order to speed this up a centralised, multicentre study of the indications, risks, and value of MRI in children should be established.
In paediatric radiological practice MRI is likely to complement other diagnostic tests, to a greater extent than in adults because of the risks associated with sedation and anaesthesia. Second line must not be allowed to mean second rate. 
